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Abstract 
Minnesota is the first in the nation to set up an Accountable Care Organizations (ACO) covering 
Medicaid lives.  It is called the Integrated Health Partnership (IHP) and aims to reform the 
challenges of healthcare quality and costs.  The IHP model engages providers to create 
partnerships and quality initiatives for improved care with data analytics, control the total cost 
of care, and assume risk with the state.  Through policy analysis, qualitative research and 
quantitative descriptors, this paper will explore the similarities and differences in the various 
IHP models and the requirements deemed necessary for systems to successfully assume risk in 
this market.   
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Introduction 
Healthcare in the United States is at a crossroads.  As a country, we spend more money on 
healthcare than any other nation, but do not have better quality or outcomes.i  The US 
healthcare industry must develop innovative solutions to reform the cost and quality problems 
of healthcare delivery.  Minnesota has been a leader in the area of health reform.  With the 
creation of Integrated Health Partnerships (IHP) in 2013, Minnesota’s Medicaid population 
entered into an Accountable Care Organization (ACO) structures with risk sharing to improve 
quality, reduce healthcare costs, and create community partnerships to integrate health and 
social service needs of patients.   
The state of Minnesota created a dynamic program, allowing provider organizations the 
flexibility to create models that worked for them with shared savings as well as the risk of losses 
for some provider groups.  As a result, two main models emerged: collaborative and integrated.  
Collaborative IHPs are a group of independent smaller community health clinics that join 
together.  Integrated IHPs are primary care clinics within larger health systems.  Local 
collaborative and integrated IHP models reflect the larger trends of horizontal and vertical 
ACOs.  Each model has different attributes, but all IHPs are serving Medicaid recipients; a low-
income population with diverse needs and significant costs.  IHPs are trying to create an 
environment for safety net providers to meet the needs of some of the most complex patients 
while improving quality, reducing cost, and assuming risk through a public-private partnership. 
State and federal governments, along with private insurance companies, continue to 
implement and evaluate payment structures to address cost and quality.  Providers are 
responding in real time to the ever-changing demands of this new environment.  Patients 
continue to need care.  There are big questions in these changing times: are we investing in, 
paying for and providing the right care to the right patient at the right time and for the right 
cost?  No one paper or program can address the multiple issues at play in healthcare reform.  
This paper will focus on the following questions:  what are the similarities and differences in 
collaborative and integrated models of Minnesota’s Integrated Health Partnerships and what 
do organizations need to assume risk and be successful? 
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In this paper, I will begin by providing background on federal and Minnesota state policy and 
programs relevant to IHPs.  Risk theory will be addressed.  Data methods and limitations will be 
explained.  Then I will present a case study of two IHPs that have developed in Minnesota:  The 
Federally Qualified Health Center Urban Health Network (FUHN), a collaboration IHP made up 
of several Federally Qualified Health Centers in the Twin Cities, and Hennepin County Medical 
Center (HCMC), a large integrated county-owned health care system in the Twin Cities.  Results 
will be offered.  Then I will conclude with a summary and some recommendations for the state 
and providers. 
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Policy and Theory Background 
State and Federal Policy 
The state of Minnesota has been on the forefront of healthcare reform in the United States, but 
still has significant challenges.  While Minnesota has one of the lowest rates of un-insurance, at 
4.3% in 2015, and overall good health outcomes compared to the rest of the country, 
significant disparities in insurance coverage and health morbidity and mortality remain (Figures 
#1 and 2).  In Minnesota, minorities are much more likely to be uninsured or have public 
insurance and have higher rates of chronic disease and death.ii iii  Between the years 2000 and 
2006, Minnesota’s healthcare spending increased 60 percent.iv  These, and other similar state 
statistics related to quality and cost, have motivated the state to address healthcare reform.  
Minnesota must move from a volume-based system to a value-based system that provides the 
quality care needed for the entire population of Minnesota. 
 
        Figure # 1   Un-Insurance                            Figure # 2   Death Rate 
 
Source Minnesota Department of Health 
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In 2008, Minnesota passed the Health Reform Law based on many recommendations presented 
by taskforces aimed at improving state health quality and reducing costs.v  The law addresses 
many areas of health reform, including public health initiatives, changes to coverage and 
affordability, chronic care management, payment reform, price and quality transparency, 
improved administrative efficiency, cost containment, and reporting.vi  Electronic Health 
Records (EHR), an All Payer Claims Database (APCD), advancement of the healthcare homes 
model, and the Statewide Health Improvement Partnership (SHIP) are a few of the programs 
developed to address quality and cost in Minnesota.vii  In 2010 Minnesota took another step 
toward reform, the legislature required the Department of Human Services (DHS) to create 
“innovative health care delivery systems, including ACOs.”viii  
At the federal level, the Patient Protection and Affordable Care Act (ACA), passed in 2010, 
together with Health Information Technology for Economic and Clinical Health (HITECH) in 2008 
and Medicare Access and CHIP Reauthorization Act (MACRA) in 2015, created the most 
significant changes to health policy since the passage of Medicare and Medicaid in the 1960s.  
Many of Minnesota’s reform efforts were echoed in the federal legislation.  While there are 
many ramifications to the passage of federal legislation, this paper will focus on the regulatory 
changes created, innovative responses, and the effects on health insurance coverage, cost, and 
quality in the state of Minnesota.   
The most frequently discussed action of the ACA was the expansion of health insurance 
coverage.  However, the attempts of the ACA to reform healthcare delivery and improve quality 
are less frequently discussed and understood.  In general, the policy changes to address 
delivery and quality took four forms:  changes in payment, healthcare delivery organization, 
provider workforce policy and innovation.ix  The state of Minnesota has utilized all four types of 
reform in the implementation of new reform models.  The Integrated Health Partnership (IHP) 
model is an example of changes to healthcare delivery in the form of an Accountable Care 
Organization (ACO) and workforce policy changes to streamline primary care clinic efficiencies.  
Changes to payment have taken many forms, such as bundled payments, hospital readmission 
capitation, and the IHP itself. 
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The Center for Medicare and Medicaid Innovation (CMMI) is an example of an innovative 
change to improve government flexibility.  CMMI proposed the States Innovation Model (SIMs) 
in 2012 to create innovative new models of care to improve quality and decrease costs.x  In 
2013, they awarded Minnesota $45 million to address health care quality and cost issues.  The 
state used this money to build upon the work of the IHP and develop Minnesota Accountable 
Health Model, which focuses on patient centered care with an “integration of medical care, 
behavioral health, long-term care and community prevention services.”xi 
Nationwide, there is momentum toward ACOs to improve quality and costs as a reform model.  
There are continued discussions about which model of ACO produces better health reform 
results related to quality and cost.  While ACOs have shown improved cost controls, the 
evidence suggests that quality has not improved.xii  The literature indicates horizontal 
consolidation (like Minnesota’s collaborative model) increases cost efficiency and quality with 
increased volume and decreases risk of investment financial burden.  However, some evidence 
suggests that horizontal consolidation results in higher prices because consolidation leads to 
stronger bargaining positions and decreased competition.xiii   
Vertical integration (like Minnesota’ integrated model) may improve the coordination of care, 
the flow of information, and reduce duplicated services, although evidence has not yet shown 
this to be true.xiv   However, vertical integration has been shown to decrease competition and 
access to non-owned groups (and thus patient choice), to increase denials of service, and over 
use of care which leads to increase in prices and spending.xv  Overall, it is not clear from the 
literature whether ACOs will lead to improvements or which model is likely to perform better, 
but it is important to understand because they are present in our healthcare reform 
environment.  
Federally Qualified Health Centers 
Similar to the evolution of ACOs, Federally Qualified Health Centers (FQHC) are an example of a 
federal program that has grown to serve local needs.  FQHCs were created by section 330 of the 
Public Health Services Act in 1990.  They are an advancement of Lyndon Johnson’s War on 
Poverty initiative that created Neighborhood Health Centers in the 1960s.xvi  FQHCs are safety 
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net clinics providing primary care and mental health services to an underserved population or 
area regardless of a patient’s ability to pay.
xviii
xvii  Their funding is different than that of traditional 
provider.  Typically, Medicaid services are billed under the Prospective Payment System (PPS) at 
a rate determined by the Federal Government each year.  However, FQHCs receive Medicaid 
payments based on a revised per diem rate of the PPS (based on the rural or urban location) to 
provide all services.   Within the regulations of an FQHC, payment cannot be lower than the 
per diem rate.  The ACA provided $11 million dollars in additional funds to expand the capacity 
of FQHCs and promote primary care, especially in underserved areas.xix  The idea behind FQHCs 
is that the government is reducing the financial risk of providing care to those who have the 
costliest needs. 
FQHCs have a proven track record of quality care.  When quality improvement programs are 
implemented, they have excellent outcomes.  They have been shown to improve quality and 
cost effectiveness of diabetic care.xx  Patients at community health centers are also less likely to 
use costly hospital-based services.xxi  FQHCs matter to health reform because there are federal 
mandates to the program that supersede new reform models.  In particular, to improve them, 
new programs cannot violate the terms of the FQHC contract between the clinic and the federal 
government.   
Improving quality and reducing cost through risk 
Understanding risk is key to understanding certain aspects of the IHP model.  Theoretically, 
when an organization assumes risk, it is expected to have more incentive to meet its goals.  Risk 
can spur improvements in quality and cost control.  A 2003 study showed that, while 
commercial payers have been decreasing risk sharing arrangements since the 1990s, Medicaid 
is increasing its risk-sharing arrangements and does not seem to be slowing down.
xxiii
xxii   Among 
providers accepting Medicaid payments, there has been a rise in accepting risk and addressing 
quality.    Providers have altruistic motives in providing care, but risk adds a different 
dimension to the work.  There may be negative side effects of assuming more risk.  
Organizational failure and employee or patient dissatisfaction are two potential negative side 
effects seen in the literature.xxiv  If employee or patient satisfaction is low, there is significant 
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turn over in clinics which leads to instability.  If safety net providers are assuming more risk, 
then we need a deeper understanding of what risk is, how is it is measured, and why it effects 
healthcare outcomes.   
Risk, by definition, is the threat of loss or damage.
xxvii
xxviii
xxv  In the healthcare world, risk is managed 
by risk adjustment, “the process of adjusting health plan payments, healthcare provider 
payments and individual or group premiums to reflect the health status of plan members.”xxvi  
Risk Adjustment is an important aspect in understanding healthcare reform.  The ACA 
prohibited health insurance plans from denying coverage to individuals with high health risk, 
thus risk adjustment is needed to compensate any health plans that end up with a 
disproportionate share of high risk patients.   There are two phases to risk adjustment.  The 
first step is risk assessment, which analyzes the relative risk of the individual in a group.  
Relative risk estimates the total medical claim in dollars for each individual relative to the 
average.  The second step is the rate adjustment.  Rate adjustment is the process of 
establishing payments or rates to represent risk differences.    
Assessing risk 
Risk adjustment is performed using risk assessment models.  There are many commercially 
available models on the market.  Selecting one should depend on the needs of the organization 
and the data available to be assessed.  Risk adjustment and data analysis are hallmarks of 
healthcare reform at both the state and federal level.  These models rely on prospective 
analyses of past data to understand future payments, claims, or patients.xxix The John Hopkins 
ACG (Adjusted Clinical Group) System is commonly used by providers, public and private payers, 
and researchers, including the state of Minnesota for IHP risk adjustment.  The Hopkins ACG 
model uses case-mix methodology, is statistically valid, and predicts a population’s healthcare 
cost and utilization of healthcare services.xxx  
Concurrent risk assessment models are very different from prospective models.  They are less 
predictive and more explanatory because actual costs are known.  Concurrent assessment is 
helpful in ranking data, such as measures of quality, efficiency, and cost.  It is frequently used in 
reimbursement models.xxxi  Understanding how to analyze the data is key to most healthcare 
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reform models, including Minnesota’s IHP model.  Concurrent risk assessment is utilized in 
contract negotiations between the providers and the state. 
Risk assessment associated with the social determinants of health is not available but needed 
and often discussed by stakeholders. 
The social determinants of health are the conditions in which people are 
born, grow, live, work and age.  These circumstances are shaped by the 
distribution of money, power, and resources at global, national and local 
levels…and are responsible for health inequities – the unfair and avoidable 
differences in health status.xxxii   
There are a few models of social risk assessment in development.  The Protocol for Responding 
to and Assessing Patients’ Assets, Risk and Experiences (PRAPARE) is an example of a social 
determinant of health assessment tool that collects data on race, ethnicity, migrant status, 
veteran status, language, housing status, housing stability, address, education, employment, 
insurance, income, material security, transportation, social integration, and stress.  However, 
no governmental, individual, or commercial payer programs are using these models in 
establishing payer policy.xxxiii  There may be a large financial impact to the payer and providers 
and a change in healthcare delivery if social risk assessment is included. The IHP model 
attempts to address the underlying causes of poor health, but social risk is currently not being 
measured. 
Quality and Health Outcomes 
Risk is not the only way to reduce costs.  Quality and health outcomes reduce costs and are 
consistent with the goals of health reform in general and the IHP specifically.  Quality can be 
reported in different ways and in healthcare, there is not an agreed upon best method.  
Minnesota Community Measures (MNCM) and The Healthcare Effectiveness Data and 
Information Set (HEDIS) can both measure diabetic outcomes (and many others), but in 
different ways.  There are three types of measurements.  Structural measures describe 
providers systems or processes.  Process measures assess if and how providers treat a health 
condition, usually based on clinical guidelines.  Outcome measures produce the effect of the 
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care, such as complications.xxxiv  The IHP uses process measures to determine if patients are 
received best practice care.  The goal behind addressing quality, in any format, is to improved 
the patient’s health and decrease costs. 
In addition to measuring quality, costs can also be reduced by addressing all the factors 
involved in health.  While many of the financial factors of the IHP revolve around risk and 
quality, a key feature of the IHP related to reform is its integration of health and social services.    
In the IHP, community partnerships serve the purpose of addressing the social determinants of 
health.  By connecting patients to all the services they may need, not just healthcare, patient’s 
outcomes should improve.   Simply stated, no matter how good or complete a provider is at 
treating a health condition (such as diabetes), a patient’s social determinants (lack of housing, 
race, or income status) will have an effect on the outcome.  Currently, this is not being 
measured or fully assimilated into reform efforts. 
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Integrated Health Partnerships 
Minnesota’s Integrated Health Partnership (IHP) is a unique program that creates Medicaid 
Accountable Care Organizations (ACO) with the goal of improving the quality of health for 
members and the population, improving operations for the community health clinic, and 
decreasing cost with a shared savings/shared risk model.  Participating providers assume risk 
for shared savings and potentially loss based on the organization and the contract.
xxxvi
xxxv  The first 
six IHPs started in 2013.  The payments were determined by the contract goals with DHS based 
on quality and total cost of care (TCOC).  Calculating TCOC is based on both the contracted risk 
structure and the number of members attributed to the plan.  Participation is voluntary and the 
contract for each provider group is negotiated individually.  Over the four years the program 
has grown and currently there are 21 IHPs statewide, each with a unique design to meet the 
needs of the community they serve.  With program growth, the IHP is reaching new areas of 
Minnesota in each round of applications (Figure #4).  
 
Figure #4   IHP New Participant Growth 
 
Source DHS presentation 2016 
In the state of Minnesota, most Medicaid payments occur from managed care organizations 
(MCOs).  These are insurance organizations the state contracts with to manage cost and 
utilization and also make payments to providers.  The policies, rates and standards established 
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by the state and implemented by the MCOs.  MCOs can choose to pay for services beyond what 
is mandated by the state, gym memberships for example, but the state will not reimburse them 
for those services.xxxvii  This structure works with the IHP program. 
Another key feature of the IHP is that providers are required to establish meaningful 
partnerships with community organizations to better serve their members, integrating health 
care and social services.  The definition of community partner is flexible based on the needs of 
the community members and is not fully defined by the state.  The goal of partnering with 
other community organizations is to break the silo approach to healthcare.  IHPs are designed 
to integrate multiple community systems to address the full needs of the patient.  For example, 
community health clinics provide healthcare, but should partner with food pantries in the 
community to address food instability or shelters to address homelessness of a patient. By 
addressing the issues community members face can make treating the patient’s health more 
manageable.  While this is a key feature of the IHP, there are no metrics around community 
partnerships within the IHP contracts. 
The financial structure of the IHP is dependent on the type of agreement the organization 
entered with the state.  Prior to 2018, the state offered two models of risk sharing, now called 
IHP model 1.0.  The Legacy model is a virtual model and participants receive 50% of shared 
savings with an unlimited cap, these are organizations without hospitals, collaboratives and 
smaller entities of less than 200 attributed lives.  The Community Care model is an integrated 
model with two-sided risk.  With the two-sided risk, there is a variable percentage of shared 
savings and losses that starts in year and progresses.xxxviii  The community partnership feature in 
model 1.0 is informal, flexible, and not included in the contracts.  In the contracts, organizations 
must gain and maintain the savings relative to a base period specified in the contract and there 
is a two percent threshold to receive either a payment or a loss.   
Starting in 2018, DHS introduced a new model of IHP payments called IHP model 2.0.  It 
includes population-based payments (PBP), where the provider receives a payment for the care 
of the total population at the beginning of each quarter.  PBP can be used for a wide range of 
activities with the goal of enhancing care delivery.  This model has two tracks and groups can 
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choose which to participate in because it is no longer based on size or the organization.  Track 1 
involves no risk sharing; the provider receives a PBP just under 1% of the IHP’s TCOC.  Track 2 
involves two-sided risk and the PBP, which are variable based on the contract.xxxix  Under either 
track, organizations have the ability to have a catastrophic cap on downside risk.  Model 2.0 
does maintain the two percent threshold for payments and losses.  In this model, the level and 
depth of community partnerships is part of the application evaluation.  With greater 
community partnership development, the more advantageous the risk arrangement. 
Minnesota’s DHS provides data and reporting information to each of the IHPs.  They distribute 
“raw” data with monthly claims and pharmacy utilization.  DHS provides a portal for analytical 
reports for the IHPs to access.  They also host quarterly user group meetings to share and 
communicate information to the IHPs.xl  This data sharing is not available to the public. 
The settlement data provided by the state reports the progress of the provider group in 
relationship to the contract goals.  There are several key metrics.  The capitated adjusted per 
member per month (PMPM) rate reports how efficient and risky the provider group is, the 
higher the value the higher the risk and lower the efficiency.  The PMPM rate is used to 
calculate expenses and savings, but the formula is not public information.  The Quality 
Measurement statistic is a report of how much frequently a provider group reported their 
quality metrics, not the degree of the quality.  These metrics are used to calculate the money 
returned to the IHP. 
Many providers who have entered into IHP contracts are already FQHCs, which adds a layer of 
complication because federal and state regulations cannot be in conflict.  Negotiation involving 
two-sided risk sharing puts FQHC’s minimal per diem payment rate in a questionable position.  
Both the state and providers recognize this challenge and are working on the details to make 
two-sided risk sharing and FQHC requirements match. 
DHS allows for a variety IHP configurations to establish ACOs for community health clinics.  
Currently, two main configurations of IHPs have emerged; collaborative models and integrated 
models.  Collaborative models are characterized by a group of independent clinics providing 
similar level of care entering into a formal partnership, examples include Southern Prairie and 
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Federally Qualified Health Center Urban Health Network (FUHN).  Integrated models are 
characterized by organizations that have primary care clinics as part of a wider range of 
services, examples include Children’s Hospitals and Clinics and Hennepin County Medical 
Center (HCMC).  A third configuration exists but is uncommon: partnerships, in which two or 
more organizations create an IHP to serve a specific need but remain independent 
organizations for other service lines.  An example of a partnership is the Northwest Alliance 
(NWA) between Allina and HealthPartners in the northwest metro area.xli   
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Methods and Data 
Below is a description of the mixed methods design.  Quantitative and qualitative data sources 
and methods were used in this analysis. 
Quality Outcome Measures 
Minnesota Community Measures (MNCM) is a non-profit organization that collects, analyzes 
and reports healthcare data in the state of Minnesota based on National Quality Forum (NQF) 
metrics.  They were established in 2000 after several stakeholders noticed significant variations 
in the measurement of healthcare quality.  Over the years, they have grown and modified the 
number and depth of data types they collect.  Their measures are calculated using claims 
voluntarily submitted by clinics via Direct Data Submission (DDS).  For privacy protection, clinic-
specific measures are only made public if the clinic has greater than 30 patients per year per 
metric, even if the clinic is part of a medical group with a larger pool of patients.  MNCM 
publishes several annual reports on quality, cost, and disparities in the state of Minnesota.xlii 
The state uses MNCM data to evaluate each IHP’s success in relationship to established goals.  
The measures currently used in the IHP model are Optimal Diabetes Care, Optimal Vascular 
Care, Optimal Asthma Care, Depression Remission at Six Months, and Primary Cesarean Rate.  
Each measure assesses the percentage of adult patients who have the disease and are 
optimally managed based on current clinic guidelines and stakeholder feedback.xliii  The 
definition of “optimally managed” has changed from year to year making it difficult to compare 
the metrics over time.  Measures have gained and lost elements due to changes in clinical 
guidelines and feedback from stakeholders.  While MNCM compares the measurements from 
year to year, they also caution against doing so over time because the measures are dynamic.   
In this analysis, I focus on Optimal Diabetes Care, Optimal Vascular Care, and Optimal Asthma 
Care measures because they have the most complete data.  The data was accessed from the 
MNCM website in the publicly available annual reports.  The clinics analyzed included two 
FUHN clinics (United Family and Westside Community Health Services), two HCMC clinics (East 
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Lake and Whitter Clinics), and state level data.   Data were available on these clinics from 2012 
to 2016 as of the writing of this paper. 
Financial Outcome Measures 
Financial data were collected from two sources.  First, DHS provided current and past public IHP 
contract documents that included settlement data reports for 2013-2016 for Federally Qualified 
Health Centers Urban Health Network (FUHN) and for 2014-2016 for Hennepin County Medical 
Center (HCMC).  Settlement data details each IHP’s relevant financial information, including the 
number of members, average monthly costs of each member (also called per member per 
month, or PMPM), total expenses, savings, and the amount the savings the state shared with 
the IHP.  The settlement data do not include the formulas for obtaining those numbers, as 
these are not publicly available.   
Financial data was also obtained from GuideStar financial reports, including 990 tax statements 
of the IHPs.  GuideStar is an organization whose mission is to “revolutionize philanthropy by 
providing information that advances transparency, enables users to make better decisions and 
encourages charitable giving.”xliv  The state does not use GuideStar data for calculating 
performance or payments. 
Organizational Assessments 
Over the course of three months, 35 interviews were conducted.  Twenty-eight interviews were 
in person, one-on-one interviews; five interviews were conducted by phone; and two 
interviews were conducted in small group settings.  All interviews occurred at a location of the 
interviewee’s choosing.  Interviewees included directors of IHPs, community healthcare 
workers, population health directors, individuals who work with and support community health 
clinics, hospital executives, actuaries, data analytics, Medicare/Medicaid policy experts, 
financial managers, payer contractors, and providers.  Three-fourths of those interviewed 
worked in and around the twin cities metro area, and one-fourth were from greater Minnesota.  
The interviews were specific to the case studies below and also on broader topics related to the 
general understanding of the IHP model.  The protocol interview tool was developed after 
analysis of the literature then refined after discussions with a Medicaid and risk specialists.   
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Analysis 
Descriptive statistics on the IHP clinics’ annual quality and financial quantitative measures are 
provided.  Because the quality measures are not strictly comparable over time, I compare each 
clinic’s measure to the state average in each year.   Analysis of the qualitative data involved 
identification and coding of common themes among participants beliefs, attitudes, experiences 
and feelings. 
Limitations 
Among the many limitations of this study, access to data was the greatest.  MNCM was the 
main quality metric for the assessment of an IHP’s progress.  However, as discussed above, 
MNCM measures does not include data on clinics that have fewer than 30 patients per year per 
metric, and the quality metrics change from year to year, making comparisons over time 
impossible.  The financial metrics were limited to publicly available data.  It would have been 
more instructive to perform a pro forma on each of the studied clinics to understand their 
financial viability and ability to assume financial risk, but data at that level of detail was not 
available.  Additionally, the authors positionality and background may have influenced multiple 
findings of this paper. 
Because this analysis does not include a comparable non-IHP case study, it is impossible to 
determine if the changes that occurred for the studied IHPs were due to the IHP model or to 
other changes in the healthcare environment.  For example, a few individuals at the state 
referenced that 2014 was an “unique year.”  The state saw improvements across the whole 
system, not just in the IHPs.  As a result, this analysis is primarily focused on descriptions and 
correlations and does not attempt to argue causation.    
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Two Case Studies  
Minnesota’s collaborative and integrated IHPs are different in why they were formed, how they 
implement the program, and their business models.  To better illustrate the differences and 
understand the effects of the IHP policy, a brief case study of two IHPs will describe their 
organizations.  FUHN is an example of a collaborative IHP, and HCMC is an example of an 
integrated IHP.  These two organizations were chosen because they are comparable in their 
location, population served, and number of IHP members.  While they do not represent all IHPs, 
they are illustrative examples of the range of IHP characteristic, including quality, financial, and 
organizational.  The case studies will explore the mission, history, experiences, financials, data 
analytics, and IHP results.  Each of these factors presented themselves as important to the 
success of the organization, the implementation of the program, and the state’s IHP model.   
FUHN –  Collaborative IHP  
Federally Qualified Health Center Urban Health Network (FUHN) is a group of 10 FQHCs that, 
prior to the IHP formation in 2013, had an informal relationship with each other in the 
Neighborhood Health Care Network.  FQHCs, community health clinics and other safety net 
providers have suffered from a negative preconceived image over the years.  However, over the 
last 10 years, many, like FUHN, have pushed to become the preferred provider for many 
patients.  They matter not only because there are limited options in a specific area, but because 
their outcomes are good and they engage community members.  To be an FQHC, 51% of the 
board of directors must be from the community the clinic serves so that these clinics are 
providing more culturally competent care.xlv  With increased cultural competence comes 
increased physician trust and patient follow through on recommended treatments, which FUHN 
promotes.xlvi   
As an IHP, FUHN became the first safety net ACO, serving almost 98,000 patients at over 40 
locations.  Under the IHP, they work closely with each other to develop and implement quality 
improvement projects, data analysis, and community partnerships.  All 10 clinics are small 
independent providers and frequently their efforts to provide care to a complex patient 
population go unnoticed.  Joining together in the IHP ACO model gives FUHN clinics more of a 
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voice in the process of care delivery and reform.  While each organization has its own unique 
mission, vision, and community, FUHN clinics share the goal of improving the health and 
wellness of their community members.xlvii  Their community partnerships are growing from 
their informal beginnings, but no formalized contracts have been signed.  They signed their 
second contract in 2016 for another three years in the 1.0 model. 
The leadership of FUHN consists of the executive directors of each of the 10 clinics, and 
together they decided to function as democratic organization where the power and authority 
were decentralized.  The financial operations and quality improvement teams consist of 
employees of the clinics.  Together, they needed to establish new policies and procedures to 
implement the IHP contract requirements.  Other than being FQHCs, the 10 clinics vary by their 
size, locations, population served, and year established (Figure # 5).  The leadership has 
developed key communication strategies to support their shared mission, such as consensus 
building, shared responsibility and a similar level of commitment to collaborate on service 
integration.  The clinics do not all use the same electronic health record (EHR), which creates 
some challenges.  They have all come together to become a driver in health reform and 
establish themselves as a preferred provider.xlviii   
Figure # 5 Clinic Statistics  
 
Source:  Author tabulations using data from Health Resource Service Administrationxlix and Axis**l 
 
Clinic Target Population Sites Patients Public Private Uninsured Founded Cost/patient
HCMC Hennepin County 13 25,574 58.5% 8.8% 32.7% 1965 1,404.46$     
AXIS ** East Africans 1 4500 2.0% 89.0% 9.0% 2008 NA
Cedar Riverside Peoples Center West Bank Mpls 3 8999 75.2% 5.7% 19.1% 1970 834.61$         
Community Health Services South Mpls area 1 2968 8.4% 3.6% 88.0% 1966 1,426.22$     
Indian Health Board American Indians in Mpls 1 4927 47.9% 23.1% 29.0% 1971 1,495.94$     
Native American Community Clinic Native Americans in Metro 1 4598 10.3% 70.7% 18.5% 2003 969.80$         
Neighborhood HealthSource North and NE Mpls 4 7502 22.8% 47.6% 29.6% 1971 713.28$         
Open Cities African Americans, SE Asians 2 9525 16.4% 56.8% 26.8% 1967 819.10$         
Southside Community Health Women & children in S. Mpls 2 8855 9.6% 61.9% 28.5% 1971 819.29$         
United Family Practice St. Paul 1 14796 29.0% 50.9% 20.1% 1971 1,006.65$     
Westside Community Health Service Latino, Hmong, immigrants 18 35656 11.8% 47.7% 40.5% 1969 817.35$         
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FUHN’s finances are limited as it has no assets or operating budget of its own.  All staffing, 
funding, and time come from the community health clinics’ resources.  The finances of each 
FUHN clinic are outlined below (Figure # 6).   
Figure # 6 Financials for FUHN Clinics 
 
Source:  Author tabulations using data from GuideStar, missing data for 2 smallest clinics, Community and Axisli 
 
Data analytics are a large part of the IHP model, and it was new territory for FUHN.  FUNH 
decided to partner with Optum “to develop a care delivery model that includes performance 
improvement coaching, quality analysis and monitoring and information technology 
infrastructure.”lii  Because FUHN had no assets to provide upfront funding, Optum assumed 
significant risk and only was paid if FUHN received shared savings money from the state.  FUHN 
performed well in the IHP model receiving $8.7 million over the first three years by decreasing 
emergency department use by 18% and hospital admissions by 8%.liii  Optum received a large 
percentage of the shared savings FUHN earned, as noted by several IHP executives.  Recently, 
FUHN and Optum have discontinued their relationship and FUHN plans to do their own data 
analysis. 
Settlement data from the state shows that FUHN has achieved $19.9 million in shared savings 
over the four years and received $8.7 million from the state (Figure #7) but did not receive any 
shared savings in the latest year that data is available (2016).  IHP performance measures are 
compared to measures from the year prior to signing the contract.  Thus, the new contract 
signed in 2016 was based on 2015 figures.  As a result, it may be more difficult for FUHN to 
achieve savings under the new contract than under the first contract that compared 
performance measures relative to 2012 baseline measures.   
 
2016 Indian Health Native American Neighborhood Open Cities Peoples Southside United Westside Modified Totals**
Total revenue 7,835,356$     4,972,196$          7,746,064$        8,988,819$        6,723,938$   6,498,099$     16,309,051$    29,352,101$  88,425,624$           
Total expenses 7,451,401$     459,608$              5,752,433$        7,884,305$        7,132,205$   7,098,800$     15,933,084$    29,550,702$  81,262,538$           
Total Assets 11,071,675$   2,510,256$          5,511,701$        7,386,296$        5,833,855$   2,577,585$     20,352,637$    24,312,664$  79,556,669$           
Total Liabilities 1,567,757$     187,655$              826,144$            4,899,133$        1,367,946$   1,157,364$     742,034$          10,153,817$  20,901,850$           
Net Assets 9,503,918$     2,322,601$          4,685,557$        2,487,163$        4,465,909$   142,221$        19,610,603$    14,158,847$  57,376,819$           
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Figure # 7 FUHN Settlement Data 
 
Source:  Author tabulations using data from Minnesota DHS (* Interim results) 
 
HCMC –  Integrated IHP  
Hennepin Healthcare System, Inc. operates Hennepin County Medical Center (HCMC).  It is a 
safety net provider consisting of a Level 1 Adult Trauma Center, inpatient hospital, specialty 
care clinics, and several primary care clinics in Minneapolis and nearby suburban communities.  
Ownership of the hospital was transferred to the county in 1964.  Over the years, HCMC has 
built a large multidisciplinary system to provide services to the community.  The leadership of 
the organization is committed to serving the people of Hennepin County (Figure #5). 
HCMC started their IHP program in 2014.  Previously, they were involved in another ACO 
partnership with Hennepin Health.  Hennepin Health is a county-run managed-care insurance 
plan offering three options for coverage for Minnesota’s Medicaid population.  HCMC worked 
with NorthPoint Health and Wellness (another county-owned primary care clinic) and Hennepin 
County Health and Human Services to develop their first ACO.liv  That ACO was successful for 
HCMC and the county.  The transition from the ACO to the IHP was a “natural extension” of 
services.  In 2017, HCMC signed a new contract with the state to move to model 2.0 for years 
2018-2021.  They note that their goal is to move more Medicaid lives into payment models that 
are closer to capitation.  Model 2.0 also included population-based payment (PBP), which 
includes risk adjustment for clinical and social complexity.  In model 2.0 they are starting to 
formalize some of their community partnerships.  They are familiar with the downside risk 
involved in model 2.0 because they had downside risk in model 1.0.  
Settlement Data FUHN 2013 FUHN 2014 FUHN 2015 FUHN 2016*
Attributed Members 23849 26662 29930 32029
Cap Adjusted PMPM 424.85$            414.13$            419.16$               388.30$            
Total Cap Adjusted Expenses 113,034,868$  125,098,850$  133,468,851$    138,421,726$  
Extimated Savings % -3.1% -4.6% -5.9% -1.4%
Savings $$ 3,647,984$      5,981,166$      8,393,127$         1,895,620$      
Quality Measurement 100% 99.22% 83.64% NA
Amount Returned to IHP 1,823,769$      2,984,751$      3,853,185$         -$                   
24 
 
Through its IHP in 2016, HCMC served over 34,000 attributed IHP members and has 13 primary 
care clinics.  About 45% of HCMC’s total patient population receives Medicaid and they have 
over 600,000 outpatient visits per year.lv  The leadership around the IHP implementation is 
centralized around the population health director at HCMC.  Joining the IHP model did not 
require any new processes, programs, or funding.  HCMC scaled out the programs and 
processes used in the Hennepin Health ACO model for the IHP. 
HCMC’s finances were not available by the individual primary care clinics involved in the IHP 
and thus are reported for the whole system (Figure # 8).  In discussions with HCMC 
representatives, the IHP was one of many programs they were working on and their efforts 
overlapped in many programs.  While they were unable to share specific financial data, it seems 
unlikely the financials would be able to reflect on only the IHP metrics. 
 
Figure # 8 HCMC 2015 Financials 
 
Source:  Author tabulations using data from GuideStar 
 
HCMC has an established team of data analysts.  They use the IHP reports and raw claims data 
for a variety of efforts.  It is important to note the in-house analytic team and infrastructure 
was in place prior to the IHP formation and does other analysis for HCMC practice units.  In 
2015, HCMC had very low (54%) quality reporting, but their quality outcomes were consistent 
with the previous trends.   
HCMC 2015
Total revenue 916,849,567$        
Total expenses 888,214,629$        
Total Assets 517,851,291$        
Total Liabilities 461,712,945$        
Net Assets 56,138,346$          
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Settlement data from the state shows HCMC has achieved $66.6 million in shared savings over 
the three years and they received $13.4 million from the state.  Their quality reporting is at 54% 
for 2015, the lowest among all IHP participants (Figure # 9).   
 
Figure # 9 HCMC Settlement Data 
 
Source:  Author tabulations using data from Minnesota DHS (* Interim results) 
 
 
 
 
 
 
 
 
 
 
 
 
 
Settlement Data HCMC 2014 HMCM 2015 HMCM 2016*
Attributed Members 29053 29748 34266
Cap Adjusted PMPM 576.95$            605.96$            619.13$               
Total Cap Adjusted Expenses 189,282,894$  204,895,117$  235,806,956$    
Extimated Savings % -8.5% -9.0% -10.9%
Savings $$ 17,542,095$    20,375,236$    28,738,317$      
Quality Measurement 100% 54.08% NA
Amount Returned to IHP 4,136,500$      3,988,131$      5,290,905$         
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Analysis and Discussion 
Quality Comparations  
While the two organizations are reporting quality measures at different rates, their quality 
scores on MNCM are similar.  Below are three graphs that compare quality metrics between 
two FUHN clinics (United Family and Westside Community Health Services), two HCMC clinics 
(East Lake and Whitter Clinics), and state level data (Figure #10).  Across measures, all four 
clinics perform below average in the state of Minnesota.  Both organizations noted the lack of 
risk assessment associated with the social determinants of health.    It can be cautiously stated 
that there are upward trends in all quality metrics for all of the clinics and the state.  (It should 
be noted that the first year of quality data presented, 2012, demonstrates the lack of data 
collection by community health clinics compared to the state.) Although other changes in the 
environment may be responsible, and the quality measures are not directly comparable across 
years, this evidence shows an association between forming an IHP and quality improvements. 
Figure # 10 MNCM Optimal Asthma Care Quality Measure  
Source:  Author created using data from MNCM 
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MNCM Optimal Diabetes Care Quality Measure  
 
 
MNCM Optimal Vascular Care Quality Measure  
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Financial Comparisons 
Figure #11 displays side-by-side settlement data for the FUHN and HCMC IHP.   FUHN’s 
capitated adjusted per member per month (cap adjusted PMPM) rates are substantially lower 
than the HCMC rates in all years.  The cap adjusted PMPM rate is used to calculate the total 
capitated adjusted expenses per organization and are a measure of how risky and efficient the 
organization is at providing care.  The lower the number, the less risky, more efficient, and 
cheaper it is to provide care, for the state and the organization.  These numbers are calculated 
based on formulas created by the state, but they were unable to share the details.  The 
difference is likely due to a higher risk population and more administrative costs.   
Savings occurred over the first three years each organization was in the IHP.  FUHN has saved 
$18 million dollars and HCMC has saved $66.6 million dollars.  The state has returned $8.7 
million dollars to FUHN and $13.4 million dollars to HCMC.  While HCMC’s savings are much 
higher than FUHN, FUHN has a higher quality measurement completion rate than HCMC which 
has influenced the money returned to the provider organizations.  Financial results differences 
are also due to the different risk structures the organizations assumed (Figure #11). 
 
Figure # 11   Settlement Data 
 
Source:  Author tabulations using data from Minnesota DHS (* Interim results) 
 
 
 
Settlement Data FUHN 2013 FUHN 2014 HCMC 2014 FUHN 2015 HMCM 2015 FUHN 2016* HMCM 2016*
Attributed Members 23849 26662 29053 29930 29748 32029 34266
Cap Adjusted PMPM 424.85$            414.13$            576.95$            419.16$            605.96$            388.30$            619.13$            
Total Cap Adjusted Expenses 113,034,868$  125,098,850$  189,282,894$  133,468,851$  204,895,117$  138,421,726$  235,806,956$  
Extimated Savings % -3.1% -4.6% -8.5% -5.9% -9.0% -1.4% -10.9%
Savings $$ 3,647,984$      5,981,166$      17,542,095$    8,393,127$      20,375,236$    1,895,620$      28,738,317$    
Quality Measurement 100% 99.22% 100% 83.64% 54.08% NA NA
Amount Returned to IHP 1,823,769$      2,984,751$      4,136,500$      3,853,185$      3,988,131$      -$                   5,290,905$      
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Organizational Comparations  
Similarities  
Over many one-on-one and small group conversations, several common themes surfaced 
regardless of the type of IHP model.  Individuals wanted to promote their commitment to 
value-based care, explain their organizational history, and define their value beyond the scope 
of health and the IHP.  It was important to personalize the clinic, the mission, and the 
community.  The altruistic goals of patient care were clear.  Executives had an ability to 
instantly recall key statistics of service to highlight the clinic’s purpose and outcomes, including 
its role as a safety net, their place in the community and its importance as an informal asset to 
larger health systems.   
All those interviewed expressed concern over the lack of risk assessment around the social 
determinants of health.  Clinic executives felt that they take care of very difficult patient 
populations and that their payments should reflect this, for the good of the patients and the 
betterment of the community.  Most stakeholders felt Minnesota DHS was working with good 
intensions and were pleased with the initial reform efforts but stressed the need for including 
social risk factors.   
Many organizations, regardless of size, noted the roll of the community partnerships.  While the 
overwhelming response to the community partnership in the IHP was positive, there was 
variability in how far provider groups had progressed into formalized relationships.  All involved 
liked the flexible nature of the community partnerships and were eager to grow relationships.  
The organizations and the state stressed that the partnerships were based on the needs of the 
communities, but there were limited formalized partnerships in place.  The state did not 
measure the community partnerships or include them in the contract or risk formulas for model 
1.0, but those organizations who have moved to model 2.0 are progressing toward more 
mature community partnerships.  The IHPs did not have formalized contracts or relationships in 
place, but seemed interested in the possibility. 
Finally, the difficulty of finding and retaining qualified healthcare professionals was of great 
concern across IHPs, which was beyond the scope of the IHP model.  Without consistent care 
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providers, clinics are unable to serve the community health needs and to move forward with 
healthcare reform.  Staffing issues are primarily due to lack of funding, but also to regulatory 
demands and a challenging patient population.   
Over all, clinic executives were proud of the work that they do and were certain that they were 
part of the positive changes in healthcare reform.  Many of the similarities across model types 
can be summarized as positive features of health reform.  The concerns included risk related to 
the social determinants of health and provider retention. 
Differences 
Differences did present themselves throughout the course of data collection.  In the 
collaborative IHP model, executives stated lack of capital, data analysis, processes, electronic 
health records (EHR), and operational issues challenged their progress and cohesion.  Many of 
the smaller clinics were FQHCs prior to becoming part of the IHP, so this background shaped 
their view of collaboration with the government as individual practices.  While there were 
challenges, many stated that they were glad to be a part of a larger group with decentralized 
leadership because they all felt they were part of the process.  As the program matured, 
individual practices and the group benefited from shared ideas to implement quality 
improvements and operational changes.  They did not see each other as competitors any more, 
but as partners.  With improved resources, the partnership may have come together quicker.  
Concerns about being “resource poor” and establishing best practices were significant 
challenges to overcome.  Their community partnerships were informal and personal.  Downside 
risk remains a major concern for the smaller practices.  Data analysis was a challenge for 
collaborative models, it was a new aspect to practice management and not a skill set they had 
utilized.  For collaborative models, the IHP was an opportunity to create something new, 
exciting, and challenging. 
Integrative IHP representatives expressed different concerns and benefits.  They were less 
concerned about taking on risk.  They had established practices for data analytics, operations, 
and EHR, so the IHP built off of their existing systems.  Their community partnerships were 
more mature, but still not fully integrated.  Practices and procedures could be scaled from 
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existing programs to meet the needs of the IHP.  While they highlighted the primary care 
population they served, it was also clear the clinics were part of a larger organization that is 
involved in many areas of healthcare delivery and reform.  Some suggestions included 
aggregation of the population and prospective attribution of members.  One payer contractor 
stated, “If we lose a million dollars, it will hurt but it will not kill us.”  While the larger 
organizations had more capital, in general, they were less efficient and riskier based on 
capitated adjustment per member per month rate.  Leadership is centralized with limited 
information flowing out to the clinics.  Integrative models were eager to participate with the 
IHP because it furthered their mission but did not challenge the systems in place. 
In summary, the different themes between the collaborative and integrated IHP models were 
clear.  They differ in communication, leadership, and implementation structure.  Data and risk 
analysis are at different levels of understanding and operation.  The financial health is variable 
between organizations.  The community partnership feature is in different stages of 
implementation and while it is a key component of the IHP, risk structure plays a much bigger 
role.  The differences presented themselves as critical factors in the organization’s ongoing 
success in the IHP.   
Succeeding with risk 
There are similarities and differences in the collaborative and integrated IHP models.  Much can 
be learned from them, including how to best move forward with the IHP program and its 
relationship to risk and overall improvement.  Several competencies that are fundamental to 
assuming risk surfaced:  communication, capital, data analysis, and understanding risk.  These 
competencies build upon one another.   
All the individuals who provided feedback on the forming of IHPs noted the importance of 
communication around not only the tangible metrics, but also “intangibles” like mission, vision, 
and process style.  This was especially true for those who had not worked together previously, 
as they noted the importance of establishing a functional team.  “When everybody was not on 
the same page, nothing got done and it showed in our outcomes,” noted one executive.  
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Everybody in the IHP needed to place the same value on being part of a team with a shared 
goal if the IHP was to achieve success.   
Capital, or lack thereof, was frequently discussed.  Many IHPs have very limited capital or 
assets.  In fact, at the initiation of the discussions, long-term governmental funding was in 
question.  Without capital or basic funding, some these clinics would be out of service in days.  
All community health clinic executives felt the stress of limited capital for long term and daily 
planning, but they did not express concern about a lack of capital associated with risk.  While 
the process of moving to IHP model 2.0 is slowly occurring, facilities with capital are more 
willing to participate in risk sharing than those with limited resources.   
As discussed, data analysis is key to understanding cost and quality metrics.  Some 
organizations utilized data from the state, some performed an in-house analysis, while others 
were using outside consultants.  While it was noted that receiving near real time data was most 
helpful, it was clear many were still establishing a process to understand and disseminate the 
data.  Due to cost, data analysis was a key concern.  It was difficult for most clinics to define 
what data they were analyzing and were just starting to understand the capabilities of the data. 
A few times, data analysis was explained it as a “black box”, a place nobody understood but 
from which information emerged. 
Understanding risk relies on the previous three features.  Communication, capital, and data 
analysis provide insight into the ability to assume risk.  While many clinics viewed the IHP 
model as an opportunity to address quality and provide value-based care, their understanding 
of upside and downside risk was limited.  While IHPs in the state of Minnesota saved $212 
million and the state paid out $70 million over the four-year period from 2013-2016lvi, some 
providers struggled to reconcile the savings with the cost incurred by data analysis, operations, 
and training.  While some provider groups were pleased to show improvements in quality for 
their members, they felt that the actual money gained to improve the clinic was limited.  There 
was no discussion among stakeholders about what would happen if they had to pay the state if 
metrics where not met.  Entering into risk requires a deep understanding of many factors and 
risk assessors should be chosen carefully to protect the healthcare safety net. 
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Conclusion 
Summary 
Minnesota wants to lead in healthcare reform for the Medicaid population.  The 
implementations of the IHP ACO model has created shared savings for provider groups and the 
state of Minnesota.  Safety net providers have established IHPs to better serve their 
communities by increasing quality and decreasing costs.  There are many similarities between 
collaborative and integrated models, and the similarities highlight what is successful about 
health reform except the lack of social risk assessment which is not being measured.  The 
differences can be the critical factors in the organization’s success in the IHP model.  The IHP is 
only four years old.  It is difficult to assess the progress of the program, its implementation, and 
its long-term results with limited data.  While the IHP program has shown progress, it is unclear 
whether savings and quality improvements will continue or plateau or if there have been 
structural changes within the organizations.  Will the IHP make short term or long-term changes 
in either cost or quality?  We do not have those answers yet. 
The IHP is focused on risk.  To be successful in assuming risk, IHP models need to have good 
communication, capital resources, data analysis and an understanding of risk.  While the 
collaborative and integrated models excel in different areas, the greatest threat of failure 
comes from a lack of capital with risk sharing.  Collaborative models are more likely to be 
threatened by capital, data, and risk, while integrated models have more limitations with 
regard to centralized organization and quality metrics.  Moving forward for both models, more 
emphasis on community partnerships is needed to balance the risk structures.  There is no one 
perfect model but understanding the attributes of each model and what is needed to assume 
risk are important steps forward in health reform.   
Recommendations 
There are three recommendations moving forward to improve the IHP and the external risk 
factors of the IHP.  Organizations and the state need a better understanding of risk, who can 
assume it, and what its benefits should be.  IHP model 2.0 is a step in that direct with its two-
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track arrangement.  However, the state may penalize organizations that cannot assume risk 
with lower populations-based payments in Track 1 of model 2.0 (compared with shared savings 
of the Legacy model 1.0).  If the organization is already small and lacks capital, then gets a 
smaller PBP, it will be more challenging to make reforms.  The next iteration of the IHP may 
want to explore a hybrid model of 1.0 and 2.0 to better address the needs and benefits of 
assuming risk for smaller providers and the potential payout for innovation in the future. 
The state and provider organizations need to enhance the community partnership features of 
the IHP.  While much discussion has centered on the management of risk, the target outcomes 
of the program need more from the community partnerships to address the social 
determinates of health.  Currently, most are informal and personal relationships between 
organizations that are available to patients.  To be effective in addressing the social 
determinants of health, they need to become formalized, integrated, and measurable within 
the contract and delivered to the patient, but still customized by the organization.  If our 
understanding of social risk factors is correct, we will not make changes in healthcare cost or 
outcomes without breaking the silo approach to healthcare delivery.  To fully implement the 
goals of the IHP, the community partnerships must be well defined and integrated. 
A longer-term recommendation for the state, and possibly provider organizations, is to invest in 
and support the development of risk assessment models that measure the social determinants 
of health.  All stakeholders defined the need to measure social risk, but no organization is 
participating in the creation of these tools.  Providers could partner with established 
organizations to serve as testing sites.  The state and federal government could invest in the 
development of the tools.  With more action from all stakeholders, assessing the risk associated 
with the social determinants of health can become a reality to address the unmet needs of 
patients, providers, and payers.   
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Appendix  
MNCM Quality Measure Summary by Clinic 
Source:  Author tabulations using data from Minnesota Community Measures  
 
 
 
 
 
HCMC East Lake Rate Actual Rate Expected Ratio Patients
Optimal Asthma Care - Adults 18-50
2012 10.40% 11.40% 0.9 77
2013 12.30% 39.20% 0.3 122
2014 28% 43.40% 0.6 132
2015 36.40% 47.40% 0.8 118
2016 58.90% 42.90% 1.2 185
Optimal Diabetes Care
2012 20.40% 21.60% 0.9 343
2013 21.80% 28.40% 0.8 277
2014 41.20% 42.50% 1 388
2015 33.50% 35.80% 0.9 415
2016 33.10% 35.20% 0.9 447
Optimal Vascular Care
2012 23.50% 33.80% 0.7 106
2013 28% 41.50% 0.7 51
2014 53.10% 59.80% 0.9 49
2015 50% 56.50% 0.9 56
2016 49% 53.00% 0.9 87
HCMC Whitter Rate Actual Rate Expected Ratio Patients
Optimal Asthma Care - Adults 18-50
2012 18.80% 15.80% 1.2 245
2013 21.90% 39.40% 0.6 351
2014 29.40% 43.30% 0.7 327
2015 38.90% 47.30% 0.8 311
2016 23.90% 42.50% 0.6 557
Optimal Diabetes Care
2012 15.30% 15.80% 1 829
2013 20.10% 27.60% 0.7 971
2014 36.50% 42.20% 0.9 178
2015 31% 55.20% 0.9 1146
2016 29% 33.90% 0.8 1399
Optimal Vascular Care
2012 28.40% 25.10% 1.1 81
2013 21.40% 40.30% 0.5 140
2014 38.30% 58.60% 0.7 133
2015 42.90% 55.80% 0.8 140
2016 39.20% 51.30% 0.8 324
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United Family Rate Actual Rate Expected Ratio Patients
Optimal Asthma Care - Adults 18-50
2012 7.60% 8.10% 0.9 250
2013 11.80% 40.30% 0.3 313
2014 44.20% 45.50% 1 328
2015 33.50% 48.50% 0.7 337
2016 14.70% 43.00% 0.3 286
Optimal Diabetes Care
2012 19.50% 21.40% 0.9 858
2013 21.10% 34.10% 0.01 911
2014 42.60% 48% 0.9 956
2015 29.90% 42.40% 0.7 257
2016 27.90% 39.50% 0.7 1224
Optimal Vascular Care
2012 34.60% 36.80% 0.9 240
2013 35.40% 48.80% 0.7 127
2014 49.40% 64.10% 0.8 253
2015 46.60% 64.30% 0.7 232
2016 43.70% 57.70% 0.8 508
FUHN Westside Rate Actual Rate Expected Ratio Patients
Optimal Asthma Care - Adults 18-50
2012 0.90% 1.50% 0.6 117
2013 9.50% 41.40% 0.2 200
2014 18.30% 42% 0.4 224
2015 8.50% 47.90% 0.2 224
2016 15.10% 42.90% 0.4 292
Optimal Diabetes Care
2012 13.10% 23.40% 0.5 61
2013 15.60% 28.50% 0.5 1572
2014 31.90% 43.70% 0.7 1780
2015 24.40% 37.00% 0.70 1955
2016 21.20% 34.90% 0.60 2386
Optimal Vascular Care
2012 26.70% 33.90% 0.8 60
2013 22% 41.50% 0.5 141
2014 49.70% 59% 0.8 145
2015 42.70% 58.20% 0.7 157
2016 31.90% 53.00% 0.6 385
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STATE Measure Rate Actual Number of Patients
Measure Optimal Asthma Care - Adults 18-50
2012 40%
2013 46.80% 62853
2014 52.30% 66693
2015 55.40% 60619
2016 49.00% 130251
Measure Optimal Diabetes Care
2012 38%
2013 38.90% 230818
2014 53.50% 245241
2015 46.30% 257078
2016 44.80% 295049
Measure Optimal Vascular Care
2012 49%
2013 50% 98803
2014 69.30% 102654
2015 66.20% 105937
2016 61.60% 186913
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